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expect them 


Nobody seems know for sure, but may 
have been newspaper writer who first started talking 
awarding orchid men women admired. 

Probably one has ever heard doctor getting orchid, 
but Canadian doctors have earned more world-wide praise than 
the distinguished men most professions. 

the matter child-rearing and child nutrition Canada 
holds particularly outstanding place, because the 
many unusual cases that have been treated successfully. 

We, Heinz, where infant feeding has been 
specialized study for years, join wishing the 
Canadian medical profession further success, 


and continuance the good relations which 


Heinz 


have enabled produce new baby food 


varieties that meet with their acceptance. 


Makers Baby Cereals Strained Foods Junior 
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ROBLEMS ASSOCIATED WITH increasing aged population are facing 

most the major “developed” countries the world. use the term “de- 
veloped” quotation marks because this problem one our own making— 
not problem the so-called “under-developed” countries. The tre- 
mendous advances that have been made during the past generation two 
medical science, sanitation, curative and preventive medicine, chemotherapy, 
and fact every branch medical care, have reduced drastically the risk 
dying prematurely all countries that have had the benefits these 
advances. are saving our children and young adults and now face the 
problem treating and caring for increasing number chronic op- 
posed acute disease cases. Further, must face the fact that the numbers 
treated, both for Canada whole and particularly certain areas, are 
increasing challenging rate—and will continue for some decades. 

main objective trace some the factors leading this situation, 
and outline some the significant facts about our present Canadian popula- 
tion distribution and the probable future numbers the aged. 


Presented before the Section Vital and Health Statistics and the Section Public 
Health Administration the fortieth annual meeting the Canadian Public Health Associ- 
ation, held the Fort Garry Hotel, Winnipeg, June 1952. 
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Three basic factors determine the age composition population any 
point time—birth and death rates and migration. relatively stable age 
structure will develop birth and death rates and the age proportions 
persons moving into and out country remain fixed. declining birth rate 
will, itself, result eventually higher proportions old people. the 
same time, the death rate, all ages, declining, both the number and pro- 
portion older people will increase. If, further, the death rates the younger 
ages decline more rapidly than the older ages, the resultant accumulation 
survivors older age accentuated. 

Warren Thompson, discussing this problem applied the United 
States, had this say: “At times declining birth rate, declining death rate 
and the immigration thirty years more earlier may combine produce 
rapid increase the old people.” This precisely what has happened both 
the United States and Canada, and the changes each these factors have 
been rather striking. Two characteristics relatively new country, such 
Canada was until very recently (and the United States was generation 
ago), are high birth rates, which are characteristic where there un- 
limited space and opportunity for population spread, and heavy immigration 
population the young and early adult ages. Both these factors were 
work Canada their highest degree until not more than years ago, 
and interacted maintain relatively young middle-aged population. 


Births 


Although official figures are available for the country whole, safe 
assume that the Canadian birth rate the beginning the century was 
least per 1,000 (even today birth rates some provinces are well the 
These continued high birth rates will have had the effect producing 
survivors the older ages within the next decade two. also safe 
assume, the basis the downward trend the birth rate since 1921, and 
the declining proportions population the younger ages from one census 
another recent years, that the national birth rate declined from possibly 
the early least know that dropped from average 27.4 
20.7 just before World War 


Migration 


The most important external factor determining the high proportion aged 
persons our population today was the heavy surge immigration between 
1881 and 1931. During that period over 5,800,000 immigrants entered Canada, 
over million between 1901 and 1931. Immigrants are largely persons between 
and years age. Despite exodus the United States large 
portion these, the survivors the youngest would now among our aged 
population group. 


very high birth rates since World War are not related the subject under dis- 
cussion—the survivors old age the population present and the near future; they 
do, however, dramatically illustrate how radically the proportions (as measure the 
problem) the population the older age groups can changed sudden rise 
fall birth rates. 
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Mortality 


The most important internal factor determining survival old age has been 
the drastic reduction death rates over the past one two generations. The 
record accomplishment reducing infant and maternal mortality, and 
mortality from the infectious and communicable diseases, including tubercu- 
losis, common knowledge. has been said that per cent the persons 
who have reached owe their survival advances public health and 
medicine since they were born. However, well look our own record 
see precisely where the reduction mortality has occurred. Table presents 


TABLE 


AGE-SEX DEATH RATES PER 1,000 CANADA, 1921-1950 


Rates p.c. decline 


Total 
Under 4,837 

9,822 

years 


~ 


9.4 


Females 
10. 7.9 

Under month™ 3,810 2,060 

years 22. 9.6 

5-19 years 

20-39 
40-59 
60-64 
65-69 
70-74 
75-79 


80+ 


OS 


+ 


~ 


+ 


1 


Per 100,000 live births. 
(?) Excluding Quebec. 

(3) Excluding Newfoundland. 
Indicates increase. 


rather impressive picture for males, and still more impressive picture for 
females. evident that the reductions rates between 1921 and 1941 (and 
particularly between 1931 and 1941) were confined for males the childhood 
and early adult ages, and that there were increases rates above 
years. the last decade, however, there were some reductions among the older 
ages well, and the reductions the younger ages were more impressive than 
the previous decade. the whole, with the exception the neo-natal 
group, mortality rates have been reduced about one-half age 
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10.5 10.8 10.0 2.9 
4,663 3,473 2,771 25.5 
9,438 6,699 4,545 29.0 
5-19 19.0 
20-39 19.4 
40-59 
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during the last two decades. Mortality reductions among females show similar 
trends but the reductions have been considerably greater and the risk 
mortality the older ages reduced much more than that for males. 


Life Expectancy 


The net result these mortality changes has been increased life ex- 
pectancy (Table II). Although official life expectancy rates birth have 
been computed for the earlier years, the life expectancy rate birth 1881 


TABLE 
RATES (YEARS), CANADA, 1871-1947 
1871 1881 1921 1931 1947 


Atage7 58.10 57.67 57.60 56.25 60.23 60.64 60.57 61.44 62.60 65.64 
42.92 42.55 42.90 42.82 43.34 43.51 43.88 46.89 
28.03 28.26 27.81 28.48 26.57 27.16 26.15 27.23 26.36 28.88 


13.65 13.68 12.00 12.48 11.76 12.44 12.08 13.31 

6.99 7.40 6.74 7.10 7.08 7.60 


4.06 3.03 3.96 3.63 3.89 3.65 3.76 


1871-1881 and 1921 tables based age origin. 

1871-1881 includes only Nova Scotia, New Brunswick, Quebec and Ontario. 
assumed have been considerably lower than today. 1881 three- 
quarters the children who were fortunate survive age could expect 
reach age 52, whereas today three-quarters male children who survived 
age can expect pass their birthday. Three-quarters the male 
children born today can expect from the moment birth survive their 
58th birthday, and three-quarters female children their 63rd birthday. 
the mortality rates 1947, one half newborn males could expect survive 
over and one half newborn females age 75. However, expectation 
life ages and over remains approximately the same even 
years ago. the average, man could expect, then now, live 
approximately additional years; woman, over years. Relatively little 
increase life expectancy has occurred the adult ages: the younger 
ages that the increases life expectancy are found, and these only 
recent years—the difference between 1931 and 1947 life expectancy birth 
being over years for males and almost years for females. 

important for our purpose define what mean the “aged popula- 
tion” are discussing. Ageing gradual process affecting the adult life 
span; the individual differences rates ageing are tremendous that 
people not age intellectually, emotionally, physiologically the same 
rates. Ageing processes may social, psychological, physiological, simply 
chronological. Chronological ageing represents merely the number years 
lived. are here concerned with the increase the number survivors 
after many years life, let arbitrarily select chronological age our 
definition and consider the conventional the lower limit old age. 

Several significant trends are shown Table III, which gives historical 
sketch the Canadian population and estimated future populations 1971. 
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One that the proportion the Canadian population over years age has 
steadily increased since 1881, from 4.1 per cent 7.8 per cent 1951. This 
1951 proportion particularly important when consider the tremendous 
increase the number children born during 1940-1950. However impressive 
this figure 7.8 per cent may be, public health administrators are 
primarily interested the absolute numbers persons from which our case 
load chronic cases largely drawn. Only years ago had some 576,000 
persons over years age; the number has now increased over 1,000,000, 
and while the total population increased per cent the last years our 
aged group has almost doubled. During the last years the number aged 
persons has increased four times while the total population has increased 
slightly over two and half times. other age group has the increase been 
impressive. 

Various estimates the future population have been made based earlier 
censuses, the latest being based the 1941 Census and the mortality experi- 
ence the 1941 life table. Although these estimates for the total population 
are now known have been underestimated the light the very high 
birth rates and declining death rates the last decade, the estimates for the 
older age groups least give approximation the numbers old persons 
expected our population within the next years. These estimates 


TOTAL POPULATION i941 
PROJECTED POPULATION 


AGE GROUP 
MILLIONS 


30-44 45-59 
AGE GROUPS 


Estimete B 
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TABLE 
DISTRIBUTION CENSUS AND PROJECTED POPULATIONS, CANADA AND PROVINCES, 
1931-1971 
(Population 


(Estimated) 
1931 1941 1951 1961 1971 
Province and age group No. p.c. No. p.c. No. p.c. No. No. 


0-14 3,282 31.6 3,199 27.8 4,109 30.0 
15-44 4,783 46.1 5,399 46.9 6,041 44.3 
45-64 1,736 16.7 2,141 18.6 2,445 17.9 2,890 3,513 
65+ 576 5.6 768 6.7 1,063 7.8 1,281 1,523 
0-14 167 32.6 169 29.2 209 32.5 
218 42.5 265 45.9 275 42.7 
45-64 17.0 16.8 104 16.2 138 180 
0-14 145 35.5 146 31.9 185 35.9 
15-44 172 42.2 206 45.1 213 41.2 
45-64 15.6 15.9 15.3 132 
0-14 1,023 35.6 1,063 31.9 1,366 33.7 
1,315 45.7 1,585 47.6 1,826 45.0 
45-64 399 13.9 508 15.2 632 15.6 815 1,029 
65+ 138 4.8 176 5.3 232 5.7 293 386 
Ontario—All ages 100 3,788 100 4,597 100 
0-14 959 28.0 924 24.4 1,239 27.0 
1,603 46.7 1,784 47.1 2,049 
45-64 636 18.5 778 20.5 909 19.8 1,019 1,155 
65+ 234 6.8 302 8.0 400 8.7 467 548 
0-14 219 31.3 191 26.2 222 
15-44 333 47.6 348 47.7 343 44.1 
45-64 116 16.6 145 19.9 146 18.8 179 224 
65+ 4.5 6.2 8.5 100 
Saskatchewan— 
All ages 922 100 832 100 
0-14 326 35.4 268 29.9 256 30.8 
427 46.3 413 46.1 461 
45-64 138 14.9 169 18.8 148 17.8 186 248 
0-14 239 32.7 229 28.7 287 30.5 
15-44 348 47.5 421 44.8 
45-64 119 16.3 153 19.2 164 17.4 197 242 
65+ 3.5 5.2 7.1 109 
British Columbia— 
0-14 171 24.7 175 21.4 304 26.1 
325 46.8 376 46.0 501 43.0 
45-64 160 198 24.3 234 20.1 240 277 
65+ 5.5 8.3 126 10.8 124 134 


Excluding Newfoundland. 
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could not, course, take into account any interprovincial other migration 
between 1941 and 1951. The chart gives picture the changing age 
pattern. 

There every indication that, barring any drastic change present death 
rates, large-scale emigration (which highly unlikely), something the 
order million persons will added our present old-age group within 
the next years and additional million within years. Even the rela- 
tively minor reductions death rates among the ‘middle-age” groups during 
the last few years will mean ultimate increase this estimate, and 
appear safe predict that there may something the order 1,300,000 
1961 and possibly 1,600,000 1971. 

Table gives some conception the numbers the aged which have been, 
and are expected be, concentrated the various provinces. There have 
been gradual though not uniform increases the proportions population 
over all provinces. The most drastic increases between 1931 and 1951 
have taken place the Western provinces. For example, the proportion 
Manitoba’s population over years age has increased from per cent 
1931 1951, from total 32,000 66,000. The increase Saskat- 
chewan even more impressive—from 31,000 67,000, from 3.4 per cent 
the total population 1931 per cent 1951. suspect that 
many Westerners, and Easterners well, are migrating British Columbia 
because that province, which had 38,000 old people 1931, now has 
almost per cent its total population. This may account part for the 
lower increases the Eastern part Canada, but one main fact apparent. 
The West, which until recently was traditionally considered, and was, land 
the “young”, now feeling the brunt the rapid ageing the population 
which the older Eastern provinces experienced generation more ago. 

equilibrium may established after 1971 the proportions older 
people each province, unless there are further drastic reductions the death 
rates for the “middle-age” groups, which case the survivors “old age” will 
naturally increase. noteworthy that about per cent the present 
Canadian population, over million people, are now the age group 
and that the proportions this group each province are quite uniform with 
the exception Saskatchewan. Other things being equal, assuming that there 
mass migration, that provincial birth rates remain fairly uniform, and that 
death rates remain relatively stable their present rates, would appear that 
the proportions entering the old-age group after 1971 will remain fairly 
stable and will tend equalize the proportions old people between 
provinces. This is, course, conjecture based all the above conditions 
being present. 

Table presents summary form the basic figures past and projected 
increases the aged population. bears out the contention that the increased 
burden ageing has fallen and will fall hardest the Western provinces— 
that every province, but varying degrees, the increase old people 
well ahead total population increase, and will continue for least 
another two decades. Facts show that Saskatchewan, for example, which 
lost 26,000 its population between 1931 and 1941 and additional 64,000 
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TABLE 


NUMERICAL AND PERCENTAGE INCREASES TOTAL POPULATION AND POPULATION 
YEARS AGE AND OVER, CANADA AND PROVINCES 


Estimated 
1931-41 1941-51 1951-61 1961-71 
Numbers (000's) 
Canada 1,130 192 2,141 295 218 460 
Quebec 437 744 154 
Ontario 356 809 148 
British Columbia 124 347 
Per cent 
Canada 10.9 33.3 18.6 38.4 20.5 43.3 
Prince Edward Island 8.0 3.2 11.1 
Nova Scotia 12.7 14.6 17.0 12.7 29.1 
New Brunswick 12.0 18.5 12.9 21.9 10.3 30.8 
Quebec 15.2 22.5 31.8 26.3 66.4 
Ontario 10.4 29.1 21.4 32.5 16.8 37.0 
Manitoba 4.3 43.8 6.4 43.5 34.9 51.5 
Saskatchewan 48.4 45.7 47.8 61.2 
Alberta 8.7 18.1 63.4 40.3 62.7 
British Columbia 17.9 78.9 42.4 85.8 6.3 


the next decade, was burdened with additional 15,000 and 21,000 aged 
population between the two censuses. The social, economic and psychological 
aspects this burden the economically productive middle-age group must 
tremendous. has been stated that the problems geriatrics are increasing 
rapidly that may reasonably expect that the care the aged will, 
very short time, comprise per cent what call internal medicine. 
From the few facts which have been presented possible that the same 
statement may soon applicable Canada. 
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The Psychiatric Aspects Old Age 


WILLIAM FORSTER, M.B., B.S., D.P.M. 
Hospital for Mental Diseases 
Brandon, Manitoba 


IMPOSSIBLE give age which the senium may said start. 

One man will sprightly and well-preserved eighty hile his neighbour 
will senile sixty. The realisation that one longer young frequently 
comes suddenly and result physical sensations rather than perception 
mental changes. Yet mental changes are common old age, common 
that everyone knows something about them. each mistake our elderly 
superiors give ourselves the hopeful comfort that they are ‘getting past it’, 
and are danger condemning man his dotage merely because 
happens old. 

Similarly, when think about mental disorders the elderly, most 
call picture what used known senile decay senile dementia, 
which turn brings mind the idea aged and atrophied brain. 
forget that other forms mental breakdown occur senescence, forms which 
have little connexion with ageing except far years are weariness 
the experiences they bring unhappy. 

This paper discusses very briefly both these kinds: breakdown due mainly 
ageing and breakdown occurring incidentally old age, but which can 
seen with much the same mptomatology other periods life. 


BREAKDOWN FROM AGEING 


longer speak senile dementia, but rather senile psychosis. This 
the preferable name for this type illness does not carry such con- 
notation brain senility. Since our attention has been urgently attracted 
the ever-increasing numbers old people needing psychiatric care, 
have begun suspect that other factors addition age itself may play 
part causing the breakdown. Rothschild' pointed out, not always 
possible correlate the amount cerebral damage our patients with the 
severity their mental symptoms: those with mild brain deterioration may 
show severe symptoms and vice versa. There are other suggestive facts which 
shall consider moment. 

The present view that, person ages, his reserve capacities, both mental 
and physical, diminish, and that long there excessive call them 
the person maintains adjustment. the case senile psychosis undue mental 
stress the form perhaps insecurity, loss prestige, loss the marriage 


Part symposium Public Health Aspects Ageing Population, presented before 
the Section Vital and Health Statistics and the Section Public Health Administration 


the fortieth annual meeting the Canadian Public Health Association, held Winnipeg, 
June 16-18, 1952. 
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partner, physical stress the form bodily disease injury, may destroy 
precarious adjustment and precipitate breakdown which otherwise might 
not occur. 

While various types senile psychosis have been described, the basis 
them all simple deterioration. This involves deterioration all the mental 
faculties: increasing self-centredness; progressive impairment memory; con- 
fusion and tendency wander aimlessly, especially nights. The memory 
loss becomes bad that the person cannot remember simple facts such his 
age address, and his wandering may cause him lose himself, his 
existence, needing every care, and trial his nurses. Milder 
cases this type are nursed home, but where there are responsible 
relatives they are often admitted the mental hospital simply because there 
suitable accommodation for them elsewhere. 

Unfortunately, other symptoms may grafted this simple deterioration. 
Sometimes signs other forms mental illness, such mania schizo- 
phrenia, occur with it; but more commonly one sees irritability, with delusions 
persecution directed towards the very persons who are caring for the 
patient. The patient forgets where has put his money and accuses 
stealing it, misinterprets conversations referring him, because 
altered sense taste thinks being poisoned. result this the 
patient may have sent mental hospital because becomes un- 
manageable and makes attacks his supposed persecutors. Generally the 
persons who develop this sort picture have been suspicious and 
difficult get along with. 

survey the long-stay patients who had been admitted the senium 
average urban mental revealed that almost half were diagnosed 
senile psy and these half were the simple deterioration 
illness that often accompanies physical decrepitude, for Beckenstein and 
found that 63% their cases died within three months admission. 
The importance today lies its increase, for according Pollock the 
rate its incidence New York State doubled between 1920 and 

Allied it, and similar but not the same its clinical features, arterio- 
sclerotic psychosis. This usually follows such catastrophe stroke, 
seen recurrent attacks confusion epileptiform seizures. Some patients 
have acute episodes delirious kind, from which they recover; others show 
mental deterioration. the name implies, the pathology that cerebral 
arteriosclerosis, with anything from slight marked involvement the 
vessels elsewhere. the case senile psychosis, would seem 
the increase, Pollock showing that its rate incidence New York State was 
more than four times high 1942 1920. 


BREAKDOWN INCIDENTAL AGEING 


Coming now mental illness that merely happens have occurred the 
senium: only recently that have begun realise that surprising 
number breakdowns old age are little different from those other periods 
life. Roth and for instance, taking 150 consecutive admissions 
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aged British mental hospital, found that half had affective illness; 
that is, illness characterized abnormal depression elation the 
emotional life, without mental deterioration. These cases accounted for out 
the 150, and the were suffering from depression. This very 
important finding, since depressions more often than not respond quickly 
electro-shock therapy. The same authors contrast their figures with those for 
the United States, where breakdown due age itself preponderates times 
over other varieties the senium, and they suggest that the U.S.A. interprets 
this form breakdown much more widely than can justified theoretical 
practical grounds. 

There seems some association between depressive illness and old age. 
shall see moment, there are social and personal factors kind 
depressing the elderly person; fact, the United States the suicide rate 
for white males reaches its peak the age 75. However, possible that 
heredity also plays part, the age manifestation the illness having been 
pushed towards the latter end life. 

Other types functional mental illness occur the senium the form 
neuroses, schizophrenia, and on; but there not space discuss them. 
will sufficient recognise that good number breakdowns old age 


are not directly due senility and that they can many cases treated with 
reasonable prospect success. 


ENVIRONMENTAL FACTORS 


ought now consider the social factors concerned the mental break- 
downs the elderly. Perhaps the most striking point that has been made 
recent years the difference between the rate incidence the United States 
and Britain. The figures quoted Pollock showing doubling the incidence 
senile psychosis New York State, and quadrupling the incidence 
arteriosclerotic psychosis, have been confirmed other authors. Altogether 
they show great increase the incidence these breakdowns. the other 
hand, Lewis® shows that England and Wales there was slight decline, 
uninterrupted the case males, between 1907 and 1937, though the actual 
numbers being admitted the mental hospitals were the increase owing 
the increasing proportion the elderly the population. suggested that 
some the causes for this discrepancy may found the social and economic 
differences the aged the two countries. The elderly person Britain has 
enjoyed non-contributory old-age pension and unemployment insurance for 
about years longer than his counterpart the United States. leads 
think that the less adequate the protection the old against social insecurity 
the higher the apparent incidence senile mental illness likely be. our 
present civilisation the aged the family, and society, are often the best 
tolerated and the worst neglected, though are beginning see that this 
attitude needs correcting. believed that where the aged occupy re- 
spected and authoritative place family and community, China, the 
incidence mental disorder amongst them very low. 

Old age melancholy time life. Frank depressive illness 
sponsible for half the breakdowns. But short actual illness, when sample 
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old people were asked state their happiest period life, only said 
that they would choose middle and old age.* The greatest single source 
financial insecurity; the greatest source comfort, friends and family. 
Financial insecurity all too common: the elderly man not wanted the 
labour market, and has good job, retirement often enforced 
definite age. would appear that few spheres life except politics and 
the bench the wisdom and experience old age regarded asset. 

Retirement, even when voluntary and looked forward to, often far from 
blessing. There old saying that when cease strive die. Unless 
the retired person has good inner resources, loses his sense usefulness, 
and feels lonely, unwanted and out things. 

Even where remains work, intense competition which the accent 
speed rather than skill and experience places him disadvantage. 
few places, private firms have made special provision for their aged 
employees, the form modified work and other facilities for their comfort, 
and have found the experiment economic success. doubt, with 
ageing population such measures will become more general. 


CONCLUSION 


Our attitude the problem the increasing numbers needing psychiatric 
care needs serious but not defeatist. Half the cases coming hospital 
can treated, and for the remainder must provide long-stay geriatric 
facilities. possible hope for prevention lies reorientation the attitude 
society its elderly members and its readiness capitalize their skill 
and experience. 
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The Mental-Hospital Aspect Ageing 
Population 


FIRST THE AGED CANADIAN MENTAL 
INSTITUTIONS, 1932-1949 


FISHER, Ph.D., and ROBERTS, M.D., C.M. 
Mental Health Division 
Department National Health and Welfare 
Ottawa, Canada 


ENTAL illness the age group years and over constantly being 

recognized serious hospitalization problem about which mental 
hospital administrators particular are concerned. The majority all those 
admitted mental institutions for the first time with diseases peculiar 
senescence not recover but remain hospital. was felt therefore that 
national figures should reviewed and comparisons made province 
first admissions Canadian mental institutions from the older section the 
population. 

The chart shows recent trends (a) the estimated populations all males 
and females, years and over, (b) the number first admissions mental 
institutions from these populations and (c) the corresponding admission rates 
per 100,000 (age-specific rates). The table contrasts averages for the period 
1932-1937 with those 1944-1949 for the purpose estimating increases. 


Increases the Aged Population from 1932-1949 and Increases 
the Average Aged Population for 1944-1949 Over That 1932-1937 


The population those years and over Canada and the provinces 
increased fairly constant rates. These rates increase were greater the 
western provinces than the eastern and reached maximum British 
Columbia. Prince Edward Island had stable population down through the 
years, with very slight increases occurring since 1944. Marked gains were made 
the averages for most the provinces; for example, Ontario the average 
went from 156,200 215,700 (38%) while British Columbia jumped from 
26,400 54,600 (107%). Canada whole substantial advance was made 
from average 385,000 persons 547,500 (42%). 


Part symposium Public Health Aspects Ageing Population, presented before 
the Section Vital and Health Statistics and the Section Public Health Administration 
the fortieth annual meeting the Canadian Public Health Association, held Winnipeg, 
June 1952. 

*First admissions refer those persons having psychoses who were admitted for the 
first time Canadian mental institutions reported the Institutional Section the 
Dominion Bureau Statistics. 
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First ADMISSIONS CANADIAN MENTAL INSTITUTIONS 
AGE YEARS AND OVER 


CONTRASTS AVERAGES FOR 1932-1937 THOSE 


Averages Per cent 
1944-1949 1932-1937 Differences Increase Ratio 
CANADA: Population* 547.5 385.0 162.5 42.2 1.4 
Admissions** 1166 521 645 123.8 2.2 
Rate*** 212.7 134.8 77.9 57.8 1.6 
Population 54.6 26.4 28.2 106.8 2.1 
Admissions 141 135.0 2.3 
Rate 258.6 224.3 34.3 15.3 1.2 
Alta.: Population 30.0 16.8 13.2 78.6 1.8 
Admissions 96.0 2.0 
Rate 161.2 143.4 17.8 12.4 
Population 32.0 20.3 11.7 57.6 1.6 
Rate 384.0 167.5 216.5 129.3 2.3 
Man.: Population 32.3 22.6 9.7 42.9 1.4 
Admissions 76.7 1.8 
Rate 163.3 132.7 30.6 23.1 1.2 
Ont.: Population 215.7 156.2 59.5 38.1 1.4 
Admissions 476 194 282 145.4 2.5 
Rate 220.1 124.1 96.0 77.4 1.8 
Que.: Population 121.6 93.1 28.5 30.6 1.3 
Admissions 256 167 53.3 1.5 
Rate 212.2 180.7 31.5 17.4 1.2 
N.B.: Population 22.0 18.1 3.9 21.5 1.2 
Admissions 126.7 2.3 
Rate 152.7 83.9 68.8 2.0 1.8 
Population 33.1 27.1 6.0 22.1 1.2 
Rate 71.6 39.4 32.2 82.0 1.8 
Population 6.2 6.0 0.2 3.3 1.0 
Admissions 100 2.0 
Rate 102.9 75.3 3.7 1.4 


*Population thousands all persons, years and over. 

**First admissions (psychotic) from population. Data for Canada exclude those for 
Manitoba and Newfoundland. The base indices for Manitoba are the average for the calendar 
years 1936-1937 rather than 1932-1937. 

***First-admission rate per 100,000 population. 


Increases the Number Admissions from 1932-1949 and Increases 
the Average Number Admissions for 1944-1949 Over Those 1932-1937 


The number admissions also increased all provinces, except Newfound- 
land, but not constant rate. Fluctuations are most noticeable those 
provinces with the smaller populations, for example Prince Edward Island and 
Newfoundland. The rate increase between 1932-1949 Ontario was fairly 
constant, with the admissions going from 182 529, while Saskatchewan 
the latter oscillated climbing manner from 175. Quebec the rate 
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Populations Admissions Rates 
(in (from population) per 100,000 pop.) 
208 
BC. 228 


198 


219 


NS. 


CALENDAR YEARS 
Data are ratio grids 


Admissions for Canada, 1932, exclude those Manitoba and Newfoundland, and 
1949 those Newfoundland. 


increase was somewhat uniform between 1939-1946, following which there 
was steady decline. Marked upswings took place British Columbia between 
1934-1940, New Brunswick between 1933-1937, and Alberta between 
1933-1937 and since 1946. 

comparing averages seen that the greatest increase occurred 
Saskatchewan. Ontario and British Columbia experienced rise. the eastern 
provinces the average number admissions was small but the percentage 


increase was great. all Canada the average increased from 521 1166, 
124%. 


Increases the Age-Specific Rates from 1932-1949 and Increases the 
Average Age-Specific Rates for 1944-1949 Over Those 1932-1937 


only the influence increase population effected the number 
admissions, then one could expect that the proportional increase admissions 
between two consecutive periods time would the same the proportional 
increase the population. That this seems highly unlikely seen the ratio 
column the table. Whereas Canada the average population 1944-1949 
was 1.4 times greater than that 1932-1937, the average number admissions 


WFLD. 
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during these periods more than doubled. each the provinces, except New- 
foundland for which population data are not yet here available, the ratio be- 
tween averages admissions was greater than the ratio between averages 
populations. 

When the number admissions reduced comparable hypothetical 
population, i.e., 100,000, the trends these age-specific rates are much the 
same the trends admissions. Regarding these age-specific rates, the rates 
increase which climbed steadily for Canada were not constant from year 
year all the provinces, although they were nearly Ontario from 
1932-1949, British Columbia from Alberta from 1932-1937, 
and Quebec from 1939-1946. interesting note that the rate increase 
was greater Saskatchewan than any other province, with the age-specific 
rate rising from 152 1932 474 1949. Since 1940 British Columbia, 
1938 Alberta, and 1936 Manitoba marked upward trend apparent 
the rates, which vary from year year. 

The largest percentage increases the average age-specific rates were 
Saskatchewan, Ontario, New Brunswick, and Nova Scotia. the other prov- 
inces the average rates were high, although the percentage changes were low. 
Advances were made British Columbia, Alberta, and Quebec, and 
Canada whole. 

From the data given here evident that causative factors other than the 
increasing populations men and women, years and over, effected the 
reported number first-admissions those this age group Canadian 
mental institutions. What these factors were remain unknown but could 
subject further study. 


= 
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Institutional and Medical-Care Aspects 
Ageing Population 


FEADER 
Assistant Director, Medical Services Division 
Saskatchewan Department Public Health 
Regina 


result improved public health and curative services, life expectancy 

has been considerably extended, and where the emphasis was formerly 
placed the control infectious diseases, more thought now required 
the health problems the aged. 

former years, possibly because the cohesion the three-generation 
family group, little was heard the problems the aged. However, family 
life has undergone significant changes and today there are few common 
activities the families interest three generations. 

Further, the machine age designed for youth, and early retirement 
frequently forced older people. Thus persons reaching retirement age are 
gradually becoming group persons with relatively fewer outlets absorb 
their energies. put briefly, many are retiring from something nothing. 


PROBLEMS THE AGED 


What, then, are the common problems which face the aged segment our 
population and the consequent challenges which face society today? 

Many elderly persons who are able work find that there opportunity 
for employment, thus suffering reduction total loss income. Because 
their limited finances difficult for the elderly obtain suitable accom- 
modation and when they the lack assistance housekeeping and cooking 
requirements often results lack proper nutrition. The accommodation 
problem becomes more acute with the increase smaller, more widely dis- 
persed families housed cramped quarters where difficult support 
aged members. 

Other problems which many the aged experience are lack opportunity 
for self-expression, and lack companionship, suitable recreational facilities, 
and counselling service. Some have difficulty passing time because 
vision and hearing handicaps; many are immobile; and all experience some 
cosmetic changes wrinkles, graying, need for dentures, bi-focals and 
hearing aids. 


Added these many problems the high incidence illness common 


old age. 


Part symposium Public Health Aspects Ageing Population, presente before 
the Section Vital and Health Statistics and the Section Public Health Administration 


the fortieth annual meeting the Canadian Public Health Association, held Winnipeg, 
June 16-18, 1952. 
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TAKEN ALLEVIATE SOME THESE CONDITIONS 
Economic Aspects 


Relatively little progress has been made solving the problem suitable 
employment for the aged. However, the National Employ ment Service now 
lists older persons “special placements division” which responsible for 
placement such persons the physically handicapped. This represents 
important move the direction creating more receptive public attitude 
toward employment older persons. 

Among the first steps leading toward provision financial security for old 
age was the Government Annuities Act 1907. 1927 the Old Age Pensions 
Act was passed, providing for maximum payment $20 per 
means test basis with equal contributions the Federal Government and the 
provincial governments. Financial assistance $40 per month, effective 
January 1952, under the Old Age Security Act and the Old Age Assistance 
Act, together with provincial supplemental allowances, now provides much 
greater degree security than formerly. 


Institutional and Medical Care Aspects 


Because the aged experience high morbidity rates, greater amounts chronic 
illness, unfavourable employment opportunities, and generally low incomes, 
their medical care requirements are more frequent, unpredictable, and un- 
budgetable than for the remainder the population. 

this regard, propose outline the experience the Government 
mainly respect the provision health care for old age 
pensioners. also propose make comparisons with the other programs. 

During the last seven years Saskatchewan has developed wide range 
health services for all ages. The services include government-sponsored prepaid 
hospital care, tax-supported care cancer cases and the mentally disordered, 
comprehensive medical care and hospital care services for recipients public 
assistance, prepaid medical care insurance for the general population the 
Swift Current Health Region, grant-in-aid program for hospital construction, 
and Air Ambulance Service. 

These services have been particularly important for the ageing, where the 
need for medical care services rises sharply time life hen incomes are 
diminishing and the imminence illness poses threat any normal savings. 

While all these health programs have been invaluable assistance the 
entire ageing population affected, the health services program for public 
assistance cases particular, covering total approximately 35,000 bene- 
ficiaries, the important feature far the 20,000 old age pensioners and 
dependents are concerned. 

The old age pension group increases numbers each year. apparent 
that this increase the result ageing population, since the Saskatchewan 
population has been virtually stable and the legislation under which eligibility 
for pensions determined has not been altered any appreciable extent. 

For example, there was average 13,037 old age pensioners during the 
12-months’ period covered the fiscal year representing 1.6 per cent 
the entire population. the end 1951-52 the average number had in- 
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creased total 17,760, representing 2.1 per cent the population. The 
old age pensioners represented 43.9 per cent the total population years 
and over and 46.6 per cent 1951-52. 

The comprehensive health services program, administered the Medical 
Services Division the Department Public Health, covers all Old Age 
Security recipients who qualify means test for the provincial supplemental 
allowance. The beneficiaries receive Health Services Card which auto- 
matically entitles their dependents and themselves the services under this 
program. These services include medical and surgical care the office, home 
and hospital, with the patient having free choice drugs and appli- 
ances (with per cent the cost most drugs being the responsiblity the 
patient); dental care (with the Provincial Government providing $50 grant 
toward the provision complete dentures and the patient being responsible 
for the remainder optical care; hospitalization (with the major portion being 
provided through the Saskatchewan Hospital Services Plan and other minor 
services such out-patient care and certain extra in-patient care which 
not covered the Hospital Plan being the responsibility the Medical 
Services special nurses, physiotherapy and chiropody. 

estimated that the fiscal year 1952-53 this public assistance program 
will result overall expenditure close $3,000,000 including hospitaliza- 
tion under the Saskatchewan Hospital Services Plan. While our estimates not 
segregate old age pensioners group, know from past experience that 
the major portion this appropriation will expended their behalf. 

interesting note the trend toward increased expenditures for this 
group. the total expenditure for the old age pensioners and their 
dependents was $466,279.31 $31.38 per beneficiary, while 1951-52 the 
total had increased $2,008,548.91 for expenditure $97.57 per beneficiary. 


UTILIZATION HEALTH SERVICES 
Medical Care 


common experience almost everywhere that older persons require 
higher volume medical care than younger persons. Table showing office, 
home and hospital visits provided per 1,000 population for the Medical Services 
Division compared with Swift Current Health Region, reveals the high 
incidence illness both indigent and non-indigent ageing populations when 
compared with the lower age groups. 

making this comparison, Old Age Pensioners, Blind Pensioners, Mothers’ 
Allowance and Child Welfare cases and dependents these groups are 
included the Old Age Pension and related category groups. 

There has been some feeling that free health services program for public 
assistance cases open abuse. While abuses undoubtedly exist, inter- 
esting note Table that, although complete health services were available, 
almost per cent this group, which heavily weighted with aged persons, 
did not receive any type health service during 1951-52. 

The percentage recipients receiving least one type care during the 
year increased from 65.4 per cent 1949-50 and 65.9 per cent 1950-51 
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TABLE 
NUMBER CALLS AND ANNUAL RATE PER 1,000 BENEFICIARIES, SWIFT CURRENT 
PROGRAM, COMPARED WITH MEDICAL CARE PROGRAM FOR 
RECIPIENTS PROVINCIAL PUBLIC AssISTANCE, 1950 


Place call Swift Current Health Region Old Age Pension and Related Categories 
Under and over Under and over 


Number calls 


152,966 29,669 38,530 210,905 
Home 12,905 18,925 
Hospital 54.377 18,683 149,155 


Annual rate per 1,000 beneficiaries 


Total 3,350.0 3,573.5 11,071.1 
Office 1,876.5 3,489.9 1,622.6 
Home 282.6 985.8 218.1 
Hospital 7,246.5 1,732.8 7,829.7 


70.4 per cent 1951-52. This seems confirm the observation Dr. 
Axelrod, Associate Professor, School Public Health, University Michigan, 
that “utilization rates are lowest during the first year membership and 
gradually increase the subscriber becomes educated the benefits 
which entitled.” 


TABLE 


PERCENTAGE BENEFICIARIES WHO RECEIVED HEALTH SERVICES 
Least ONCE DURING THE YEAR 1951-52 


Type beneficiary 
Type services All beneficiaries OAP and dependents Other 
least one service 70.4 70.8 69.7 
any type 
Physicians’ care 60.8 64.0 54.6 
Optical care 17.5 17.5 17.5 
Dental care 14.4 9.5 24.3 
Special nursing 0.4 0.5 0.1 
Chiropody 1.5 0.2 
Other (appliances, 8.5 10.9 3.6 


physiotherapy, blood 
transfusions, etc.)* 


*Not including hospitalization covered the Hospital Services Plan. Drugs are not 
shown because statistics are not available for 1951-52. 


Surgical Services 

might expected that the public assistance cases years age and 
over would present accumulated backlog surgical requirements 
result their indigency, when compared with non-indigent aged group 
found the Swift Current Health Region. 
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Table which compares surgery utilization rates for beneficiaries the 
Health Region and the provincial public assistance cases under the Medical 
Services Division, shows that this not the case. 


TABLE III 


PER 1,000 BENEFICIARIES MAJOR AND MINOR SURGICAL OPERATIONS FOR 
YEARS AGE AND OvER, OAP PROGRAM AND SWIFT CURRENT 
MEDICAL CARE PROGRAM, 1950* 


Under and over 
Number surgical operations 


Old Age Pension and Related Category Program 


Total 178.2 134.9 
Major 98.1 47.0 
Minor 80.1 87.9 


Swift Current Medical Care Program 


| 
| | 
Total 257.4 321.6 
Minor 169.2 233.9 


*In making this comparison, major surgery defined those services amounting 
over $20 with minor surgery representing those $20 and under. Any comparison between the 
groups under years age not particularly valid because the public assistance beneficiaries 
represent special cases whom over per cent are under years age. 


Table III shows major surgery for the group years age and over 
per cent higher the Health Region compared with the public assistance 
aged, while minor surgery 166 per cent higher. Because the prepaid Healta 
Region program utilization major and minor surgery exceeds that the 
public assistance program almost 139 per cent, poses several questions. 

Does mean that when public assistance cases receive free health care 
without making contribution the form personal tax there not 
the same tendency prepaid scheme try recover their invest- 
ment? 

Does mean that the higher remuneration for surgery the prepaid 
scheme has direct bearing the quantity surgery? 

Does indicate some need for financial deterrent any prepaid 
health program? 


Hospital Services 

all the health services required, evident that hospitalization the 
most expensive for the aged. For example, during the fiscal year 
approximately per cent the total health services expenditures behalf 
the old age pensioners and their dependents represented hospitalization and 
1951-52 this had increased per cent. 

mentioned earlier, in-patient hospital care paid for the Saskatchewan 
Hospital Services Plan. Table reveals that those who are years age and 
over receive much greater volume care than those under 65. cite three 
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indices, the calendar year 1951 the number cases per 1,000 was approxi- 
mately per cent higher the aged group than for those under years, the 
number days care was 335 per cent higher, and the average 
stay was approximately 144 per cent higher. 


TABLE 
UTILIZATION UNDER THE SASKATCHEWAN SERVICES PLAN, 1947-1951 
S.H.S.P. Utilization 
Data 
1948 1949 1950 1951 
Discharged cases per 1,000 population 
Days’ care per 1,000 
Under 1361 1580 1721 
and over 4280 5408 5869 6745 7485 
Average length stay 
Under 9.0 9.3 8.9 9.2 9.2 
and over 18.9 20.4 20.2 21.6 22.4 


This higher volume care may attributed numerous factors including 
differences the cause illnesses, differences recuperative powers, and 
changes mobility and social environment among the older people. 

While hospitalization for those under has remained fairly steady from 
1947, there has been continuous rise all three indices hospital care for 
patients and over. Each year general hospital beds for acute cases become 
increasingly used aged persons, pointing the necessity alternative 
facilities. 

Table reveals that within the aged group the public assistance beneficiaries 
receive greater volume care than the private non-indigent patients. This 
additional volume for the public assistance cases probably large measure 
the result home environment among the indigent aged which unsuitable 
either for bed care convalescence. the lack alternative facilities, 


TABLE 


CARE RECEIVED BENEFICIARIES YEARS AND OVER, 
SASKATCHEWAN SERVICES PLAN, 1949 


beneficiary 


Data All 
“neficiaries > i ssis 
Public assistance Other 
cases per 000 321 367 
Days care per 1,000 beneficiaries 6901 8042 5865 
Average length stay per case 21.5 21.9 21.0 


number these people are more fre admitted hospitals, filling 
hospital beds and unnecessarily using the services highly trained staffs 
doctors and registered nurses when other less costly and less elaborate facilities 
would suffice. 
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Institutional Care 


Where hospital care insurance plan operating, there has accumulated 
evidence that unless alternative facilities are provided increasing number 
elderly patients who are ready for discharge are quite content remain 
hospital—even the point insistence. has also become evident that 
certain degree the relief experienced transferring the responsibility 
bedridden relatives hospitals inducement leave them there long 
the hospitals will accept the responsibility. This problem may become 
aggravated, partly result the increasing number childless couples, 
partly because the trend smaller families and homes, and partly because 
developing social attitudes unfavourable the continuation the multi- 
family home. 

Preliminary analyses indicate that this province accommodation 
ently required for approximately 415 chronic bedridden cases 1,000 
ambulant cases. Included this number are those already receiving care 
general hospitals nursing homes. The number institutions other than 
general hospitals Saskatchewan caring for chronically ill and convalescent 
patients ambulant cases relatively small. The postwar increase this 
type accommodation has not been proportionate the increase general 
hospital facilities. When one patient occupying hospital bed for year keeps 
out who are acutely ill, evident that the problem institutional care 
most important and requires intensive study. 

The Saskatchewan Health Survey Committee has similarly drawn attention 
the need for further study. After noting that the care aged mentally ill 
patients particular bound with the general care aged persons who 
need help, the Committee went recommend that more thorough study 
the specific needs the aged required positive and adequate program 
developed meet these needs. 

does seem, however, that proper accommodation were provided for 
chronically ill and ambulant cases the effect would twofold: 

Overcrowding hospital beds would eased. 

would represent important start solving certain the pressing 
problems old age, such lack companionship, proper nutrition, 
suitable recreational facilities, and counselling service. 

the other hand, there will many who are not willing leave their 
own homes and consideration should given the possibility program 
medical and nursing visits for these cases. 


Drug Services 


Drugs represent major expenditure for the public assistance group, 
revealed Table VI. December 1948, because the rise per capita 
costs, was decided charge per cent most drugs the beneficiaries 
the Old Age Pension and related category group. This resulted decrease 
the per capita cost from $6.24 $5.06 the following year. However, costs 
have steadily increased since that time until per capita cost now exceeds 
the rate which applied when the per cent charge the patient was adopted. 
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These increases are due mainly increased prescription prices and utilization 
rates. 

date only sample statistics have been available regarding drug utilization. 
However, beginning April this year, the collection all health services 
data was placed mechanical basis. result will now possible 
obtain complete statistics the approximately 135,000 drug prescriptions 
received each year. 


TABLE 


EXPENDITURES FOR DRUGS AND APPLIANCES, 1945-46 1951-52, AND NUMBER 

PRESCRIPTIONS PER BENEFICIARY AND AVERAGE Cost PER PRESCRIPTION, 1949-50 

1951-52, CARE PROGRAM FOR RECIPIENTS PuBLIC ASSISTANCE, SASKATCHEWAN 
AGE PENSION AND RELATED CATEGORIES GROUP) 


Per capita Prescriptions per cost per 
expenditure beneficiary prescription* 


$3.12 
4.24 
1947-48 5.12 
6.24** 
1949-50 5.06 
1950-51 5.34 
1951-52 6.47 


Fiscal year 


*Not including the per cent prepayment fee. 
per cent prepayment fee came into effect December 1948. 
***Data not available. 


Dental Services 


Per capita costs for dental services rose steadily for the first three years 
the program, shown Table VII. The decline for resulted from 
ruling December 1948, whereby only per cent payment was made 
the Government for second sets dentures and also from the fact that the 
availability dental officer resulted more rigid scrutiny dental services. 

The per capita cost decreased the fiscal year 1951-52 well, due 
change policy April 1951, whereby grant $50 made toward 
the provision first set dentures, with subsequent grants being made. 


TABLE VII 


Per EXPENDITURES FOR DENTAL SERVICES TYPE BENEFICIARY, 
CARE PROGRAM FOR RECIPIENTS PUBLIC ASSISTANCE, SASKATCHEWAN, 
1951-52 


Type beneficiary 


Fiscal year All beneficiaries 
Other 
1946-47 2.98 
1948-49 
1949-50 
1950-51 
1951-52 2.34 


LICHANICS 
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apparent that dental services can provided fairly satisfactory 
basis provided proper controls are exercised. 


GENERAL CONCLUSION 


The proportion aged persons our population increasing annually. 
The high incidence illness which characterizes this group and the increasing 
cost medical and hospital care result unbearable burden for the 
individual time life when most incomes remain fixed are diminishing. 
The majority these aged persons are excluded from voluntary and private 
insurance programs and methods should found protect them from 
financial disaster during periods frequent lengthy illnesses. 

Further, alternative facilities should provided accommodate chronically 
ill and ambulant cases. proper facilities were made available, should 
much meet the complex problems the aged. the same time, already 
pointed out, the congestion chronic long-stay cases acute general hospitals 
would relieved. 

shall well remember that each year brings all step closer 
the day when will find ourselves included with the aged. What 


for and with older people today shall doing tomorrow for ourselves and 
for those who come after us. 


Hospital Home Care 


ISOBEL BLACK, B.Sc. 
District Superintendent, Greater Montreal Branch 
Victorian Order Nurses for Canada 
Montreal, Quebec 


OSPITAL home care originated the Montefiore Hospital New York 

City measure deal with the problem inadequate number 
hospital beds care for the large number chronically ill. has now become 
part community plans for care the sick number American cities. 
The first plan Canada was that begun the Reddy Memorial Hospital 
Montreal July, 1950. Hospital home-care plans are still new that their 
eventual scope not fully known. Experience indicates, however, that more 
the acutely ill and younger patients might cared for this way 
hospital and community personnel experiment with greater co- -ordination 
the resources offered hospital and home. But return our interest the 
older patients, there doubt that home care greatly appreciated them 
because their preference remain home when ill. 


Description Hospital Home Care 


might well review briefly what hospital home care is. First, must 
remembered that hospital care and that the patient considered 
hospital patient. remains the hospital daily census, his chart kept 
the hospital, and entitled all the hospital resources which can 
transported his home. Occasionally, when service cannot taken the 
patient’s home, brought automobile ambulance the hospital. 
The services available are: Closer medical supervision than ordinarily 
possible the home; (2) nursing care registered nurses with special training 
and supervision caring for the sick home; (3) loaned hospital equipment; 
(4) services special hospital departments; and (5) assurance prompt re- 
admission within hospital should become necessary. 


(1) Medical Supervision 

Frequently patients are required spend expensive days the hospital 
because their doctors realize they require closer medical supervision than they 
themselves can give through home visits. When the doctor can have the 
assistance interne visits the home, supplement his own visits, 
does hospital, finds frequently that the patient can treated suc- 
cessfully home. Doctors find advantage able transfer con- 


Part symposium Public Health Aspects Ageing Population, presented before 
the Section Vital and Health Statistics and the Section Public Health Administration 
the fortieth annual meeting the Canadian Public Health Association, held Winnipeg, 
June 1952. 
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valescent patients home care, thus making beds available for the 
admission acutely ill surgical patients. Various methods for transporting 
internes are used. The Reddy Memorial Hospital finds contract with taxi 
company most suited its needs. 
(2) Nursing Care 

The Hospital uses its own services and resources, except for nursing care. 
This bought the Hospital from the local branch the Victorian Order 
Nurses cost, per visit basis. The Hospital decided use the 
Victorian Order, the nurses have special training and experience for nursing 
care the home, not only adapting procedures the home environment, 
but assisting patient and family making the adjustments necessary for the 
care the home. Nursing care given necessary, daily required, 
even twice day necessary; may spaced two three visits week, 
even fewer. The frequency visits depends upon the orders for 
treatments. Usually the visits are made during the nurse’s regular rounds, and 
the time visiting fitted with her schedule reduce her travel time 
minimum. treatment required particular hour, the interne 
doctor requires the nurse’s assistance treatment, she will meet him 
appointment the patient’s home. Colonel Bovey, the chairman the hospital 
board, has stated: “Not only the medical but the administrative authorities 
the hospital consider that nursing care essential the success the project, 
and that the Victorian Order Nurses not only suitable but probably 
unique and certainly ideal body carry out the task.” 


(3) Loaned Equipment from the Hospital 
This includes sick-room supplies, oxygen, wheel chairs and hospital beds. 


(4) Service Special Hospital Departments 

(a) Laboratory specimens are brought for examination the interne 
technician. 

(b) Special diets are planned the hospital dietitians. 

(c) Portable X-ray machines may taken the patient’s home. Patients 
requiring X-ray therapy are transported the hospital private auto- 
mobile, taxi, ambulance. 

(d) Portable electrocardiograph machines may taken the patients’ 
homes. 

(e) Visits home-care patients are made hospital physiotherapists. 

Hospital orderlies visit male patients occasionally, give treatments, 
and they are available emergency. One morning wife 
called say that her husband had lost his balance while sitting the 
edge the bed and was heavy man, they could not get him back 
into bed. Two orderlies were the home few minutes help with 
the lifting, and the interne visited check the patient’s condition. 


(5) Assurance Prompt Re-admission Within the Hospital, Should 
Become Necessary 


Priority admission given home-care patients and occasions when 
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the patient’s condition required re-admission, has been accomplished 
promptly. very rarely necessary this but has been surprising 
find the degree importance families place the assurance that the patient 
can admitted quickly when necessary. This knowledge and the security 
knowing that staff doctor interne from the hospital available promptly 
any time day night, are the most important factors giving family 
the necessary confidence undertake the care the patient home. 

Home care much less expensive for the patient and the rate based 
the family’s economic position. Private and semi-private patients pay the 
hospital $3.50 day. Public patients pay $2.50. the patient home care 
for long period time with relatively few visits interne nurse, may 
pay for each visit ($3.50) rather than daily basis. Indigent patients are 
paid for through public assistance agreement with the province. 

The total bed capacity the Reddy Memorial Hospital 143. provide 
picture the type patients home care and the kind service given, 


the Hospital did spot study all home-care cases carried June 1952. 
The findings are shown below. 


Number home-care patients receiving interne 
Number home-care patients receiving nursing care 
Number home-care patients receiving physiotherapy 
Number home-care patients receiving orderly service 


addition, many these patients have hospital equipment loan and 
use the services special departments, such laboratory and X-ray. Although 
only patients were receiving nursing visits June each the patients 
received least one visit, immediately after transfer home care. These initial 
visits were made order help the family plan care home, explain 
the nursing service that they would know was available whenever neces- 
sary, and encourage them request when they felt they needed this help. 

Although acute, chronic, medical, surgical and obstetrical patients are ac- 
cepted, the day selected for the spot study the patient load was composed 
mainly chronic medical cases. The diagnosis the patients was 
follows: cardiovascular disease, patients, cancer diabetes arthritis and 
rheumatism orthopaedic conditions and each acute diverticulosis, 
syndrome, thyrotoxicosis, subacute glomerulo-nephritis, and chronic 
undermining ulcer. There were obstetrical cases, although few have been 
home care. Further experience may lead greater use the plan for 
acute surgical and obstetrical patients. 

During the six-months’ period January 1952, June 30, 1952, patients 
private, semi-private, and public) were transferred home care and 
patients were discharged from home care. Four hundred and eightv-nine 
visits were made internes, 502 nurses, and 134 the physiotherapist. 
The total number patient days was 5,176. the same the total 
number patient days hospital other than home care was 25,700. 

The following table shows the number cases principal diagnosis. 
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Principal Diagnosis Number Patients 
Cancer 
Cardiac 
Gynaecology 
Medical 
Orthopaedics 
Surgery 
rology 


The Selection Patients for Home Care 


Not all patients with home are suitable for home care. patients for 
home care are suitably selected, there are number things 
considered. The decision made team which should include doctor, 
nurse, social worker, patient, family, and possibly others. Some the factors 
which determine the suitability the home for care are: the desire the 
patient and family for care home, the medical condition the patient, and 
the physical resources the home. 

(1) The desire the patient and family for care home. This not always 
easily determined one would think. Families resist first because 
the fear their inability give adequate care. When the help they will 
have explained, sometimes find that they would prefer have the patient 
home. The willingness both patient and family paramount importance 
home care truly beneficial, and should receive first consideration 
making the decision. 

(2) The medical condition the patient. The decision whether not 
the condition warrants care home made the doctor. 

(3) The physical resources the home and the presence capable person 
care for the patient. important that there someone able keep house 
and care for the patient between the nurse’s visits. make most valuable, 
home-care plan should include visiting housekeeper service. The house 
itself makes surprisingly little difference. Some patients with large, comfortable 
homes are obviously more comfortable than the hospital. the other 
hand, one sometimes sees extremely crowded, even squalid home which 
the patient happy and makes better progress because being home. 
home him, familiar and comfortable, place where can himself 
and have the satisfaction his family about him. 

There are three main advantages hospital home care, the economic, the 
therapeutic, and the social. 


(1) The economic value 

Hospital home care economical way expanding hospital services 
much lower cost the community than providing the equivalent number 
hospital beds. Not only the original cost building saved, but the per 
diem cost patient care greatly reduced. usually amounts about one 
quarter the cost care within the hospital. 


(2) The therapeutic 


There are many conditions which must treated hospital for least 
part the but for suitably selected patients, care the familiar, 
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normal environment home soon possible, brings about more rapid 
recovery and greater degree rehabilitation. human being seems thrive 
both physically and mentally environment which provides for warm, 
close human relationships ithin the family circle. feels more normal 
home where can play his role family member ith all its ups and downs. 
times receives affection and “tender loving other times will 
experience the irritations which with close relationships. general, the 
healing effect satisfied normal life found home. 


(3) The social value 


One the basic functions the family provide support times 
stress. Through the experience meeting these stresses group, 
solidarity increased. Yet such times birth, illness and death, when 
opportunity provided for families give this mutual support, separate 
the members. have seen families become stronger units result 
meeting problems illness together. Recently felt that family developed 
more relationships caring for the grandmother home during her 
terminal illness. She had been admitted hospital but was dissatisfied there. 
She missed the freedom and more flexible routine home which fitted 
with her preferences meal hours, bath time, bed time and visiting. She 
also wanted enjoy the normal relationships grandmother, mother and 
even mother-in-law. With the home care services and the security knowing 
the hospital was there whenever needed, the family managed comfortably. 
They rearranged furniture for the convenience and, ard the end, 
planned that each was responsible for being home time which best 
fitted with his work and recreation. Everyone contributed something and 
felt the satisfaction participating the care. After her death 
they were free regrets, knowing they had provided normal, human relation- 
ships for the last ten months her life when she might have had subsist 
emotionally only nurse-patient relationship. 

Hospital home care requires new equipment specially trained personnel. 
merely new way co-ordinating facilities which already exist most 
communities, such way that more adequate care can given more 
people minimum cost. very flexible and can adapted the people 
community meet their needs their own way. requires only that 
hospital and community health workers plan together way making greater 
use hospital facilities taking them out the community. There 
little doubt that considerable part the time now spent patients 
hospital could spent home the advantage patient and community 
with the exercise little ingenuity taking some the hospital services 
the patient’s home. 
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Social-Welfare Aspects Ageing Population 


McARTON, M.A., D.S.W. 
Assistant Director Public Welfare 
Manitoba Department Health and Public Welfare 
Winnipeg 


MAGNITUDE the problem the ageing population Canada and, 

well, some its salient characteristics, represent combination 
circumstances new this country, and certain other western countries, but 
not new most nations Europe. has come upon comparatively sud- 
denly and greater magnitude than upon countries Europe and the East, 
and has caught relatively unprepared and without experience. Let say 
that, country like England, two factors only operated create social 
conditions and social problem. These were the advances medical science, 
prolonging life itself, and the industrialization society, both operating during 
the past century so. 

the western hemisphere the period transition was more swift and the 
advances medicine were startling and effective, but added these was 
the element much more rapid shift the proportion the aged the 
young. 

generation ago, even less, were not concerned about this problem. 
Now, are the midst it, and much being said and written, and there 
much public interest and public concern. 

not sure that are ready, that know enough, that are 
applying what know. But, mostly, not know enough, and social 
welfare workers are waiting upon the other professions and the other sciences 
for factual findings. 

Some the problems have been listed many times many excellent surveys 
and briefs. know the housing difficulties the aged, the financial prob- 
lems they face, the employment needs, the need for recreation and social 
life, the loneliness that afflicts them, the “unwanted” feeling many 
these people have. hear much clubs and societies started for them, 
community club houses, homes for the aged—some imaginative, some the 
traditional dormitory style. 

have heard the debt owed this generation the one before it, and 
not deny this; while the same time some express concern whether the 
present generation can assume the growing burden the previous one. 
have witnessed phenomenon that once would have been considered im- 
possible—that finding that almost half those reaching the age seventy 
reach with savings, resources any account, and apparently with 
children able willing look after them. say that once people would have 
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claimed such situation could not exist. They would have been horrified and 
unbelieving had anyone predicted this Canada fifty years ago. 

Then know too, welfare agencies, all the problems mental health 
that beset the ageing person today and that beset anyone who comes the 
point life where his own resources, inner and outer, resources indepen- 
dence, self-pride, feeling usefulness, financial security, fail meet the 
conditions which finds himself. Medical men, public health nurses, social 
agencies, institutional directors, know the neuroses, the perversities, the 
complaints physical ill-being, the irritating “crotchetyness” people who 
have only themselves think about and only themselves the thinking. 

The “normal” ageing person can fit normally into situation suited his 

“normalcy” but, lacking this situation, becomes seems 
Asa simple example, take the ageing woman household. She can some 
things perhaps better than younger person, but other things, those requiring 
more physical energy, the constant, uninterrupted use energy, she cannot 
all. the home her married daughter she might normal and 
contributive towards the operation that home. her own, the labour 
market, she could not, many instances, compete all. 

But that the pass have come to. There decreasing amount 
“normal” life for ageing people. You have heard the causes many times over: 
the change from rural urban living, mechanization farming, smaller 
housing units, disappearance home industry (sewing, canning, gardening, 
cooking, etc.), population mobility, with small family units travelling long 
distances work. The dispersal family units across the means that 
aged person can longer, many cases, live “among”, even not 
their children. 

These aged persons have, therefore, many instances, into 
which they may naturally fit according their abilities, their needs and their 
emotional ties. has disappeared into highly mechanized, specialized, in- 
dustrial civilization that not, this country, more than half century old. 

could not expect passing generation, raised another world, have 
adapted themselves (they whose biological period adaptation passed 
the changed world. The changes went without them, and they are caught 
the undertow our progress. 

our guilt and our own confusion lot planning for the generation 
dispossessed. expensive, and much ineffective because denies 
some the principles which they build and find their satisfactions. 

Perhaps should look upon these measures, some them, temporary, 
and certainly should grateful the out-pouring interest, energy and 
money. But also should aware that the people the generation past, 
most cultures, even swiftly changing cultures, may one 
greatest assets. time when society rebuilding ilself, and meeting de- 
mands defence and help other nations, the labour power this group 
natural resource. Finally, culture which places premium initiative, 
self-reliance and individual freedom and independence, run contrary 
our own aims when ignore the value contributory retirement schemes 
which, when adequate, remove from the ageing person some the basic fears, 
and those feelings which neuroses are made. 
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Development Public Health Statistics 
Ageing Population 


HARRIS 
Director, Health and Welfare Division 
Dominion Bureau Statistics 
Ottawa, Canada 


EXPERIENCE other countries tells that the ageing the 

population not temporary will feature the 
growth and development Canada for many years come. The problems 
presented older population can expected increase rather than 
diminish. 

This prospect suggests the desirability re-examining the health statistics 
whose object measure the extent and characteristics these problems, 
and giving some thought the form future development health 
statistics Canada. Most branches the public service operate within the 
framework fairly long-range programs based past and present experience. 
less necessary for the statistical service adopt similar plans, subject 
year-to-year modification the light experience and expediency. This 
presentation offers personal views one two the directions which 
development health statistics might pursued. 

The first point examination, logically, vital statistics, particular, 
mortality statistics, traditionally the keystone all health statistics. The sig- 
nificant changes mortality the relatively short period since national 
mortality statistics were instituted years ago indicate that advances 
medicine are responsible, perhaps more than any other single factor, for the 
ageing the population through the saving lives early ages, and the 
consequent increase the numbers persons surviving middle and old 
age. Partly result the greater measure control over the diseases which 
attack mainly the younger age groups, and partly result the presence 
higher proportion older persons the population, find that the 
leading causes death today are the degenerative conditions which affect 
older people, notably cancer and cardiovascular renal disease. 

also find that great many the deaths older persons are due 
combination conditions rather than single, clear-cut cause. 1926, 
approximately 65% the deaths were certified being due single cause. 
1951 only about 38% were said due one cause. the remaining 62% 
two more conditions contributed the death. such cases has been the 
traditional practice vital statistics select one these causes for tabulation, 
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Year 


1928 
1948 


TABLE 
TRENDS MORTALITY AND POPULATION AGEING 
| 


99] 


diseases circulatory system 
15.8 17.1 16.4 5.3 
6.2 30.6 7.5 


although even 1926 was recognized that “the necessity attributing each 
death one sole cause often results suppressing mention disease 
condition which has played important part helping produce 

The question now arises whether single-cause statistics can expected 
give adequate picture mortality situation which more and more 
people are dying from combinations conditions and which becoming 


MORTALITY AND AGEING POPULATION 


CIRCULATORY SYSTEM 
(OEATHS) 


20% 


INFECTIOUS DISEASE 
(DEATHS) 
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more and more difficult for either the certifying physician the coding clerk 
determine which single cause should selected for tabulation. 

The International Statistical Classification Diseases, Injuries and Causes 
Death provides number combination categories, particularly the 
cardiovascular renal group, which meet the problem part, but the use 
these categories creates other problems, since they require either rules 
individual judgment which the conditions responsible for death 
should combined coding. some tabulation technique could worked 
out which would show the association causes jointly present death, 
should possible simplify the Classification eliminating the combination 
categories, since the combining would done the tabulation the statistics 
rather than the initial coding the individual deaths. Some experimentation 
with such technique would seem worth while. 

Another major aspect health statistics which there much room for 
development statistics general illness morbidity, and here again there 
strong relationship with ageing the population. the present time 
know little nothing about the total volume general illness Canada, and 
most other countries are the same position. way, rather surprising 
that this should when one considers what momentous effect total illness 
must have the economy country terms working-time lost. The 
available statistics show that the average duration illness increases with age, 
and there little doubt that the incidence serious illness also higher 
among older people. The fact that the proportion older people gradually 
increasing points the importance planning how best secure statistical 
information the extent, characteristics and effects general illness the 
population. 

The closer relationship morbidity statistics and mortality statistics 
additional possibility. common practice epidemiology consider jointly 
the number cases and the number deaths for communicable disease. 
this principle applicable chronic illnesses, fact all illnesses, when 
statistics those illnesses become available? 

The statistics health services, and particular hospitals and institutions, 
provide fairly adequate information hospital administration, departmental 
and specialized services available, and personnel and finances. However, 
when attempts are made plan for future accommodation needs long- 
term basis, becomes evident that the information most badly needed 
statistical picture the patient load terms diagnosis, age and other 
individual characteristics. The changing pattern mortality strongly suggests 
that similar changes have taken place the reasons for which people require 
hospitalization. so, the question immediately arises whether the 
present and future causes hospitalization call for different emphases medi- 
cal and nursing skills, for changes the relative proportions the different 
types beds, perhaps even for different methods hospital construction and 
design. system hospital morbidity statistics which would comparable 
from one province another seems the logical way answering these 
questions. 
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TABLE 


ILLNEss VARIOUS AGES 
(Certified Illness the Civil Service) 


Average duration per illness, age groups 


Ages ays 
All ages 15.3 
Under 9.8 
25-29 11.8 
30-34 13.5 
35-39 14.1 
40-44 14.7 
45-49 16.1 
50-54 19.8 
55-59 22.5 
60-64 25.2 
and over 24.2 


Percentage distribution illnesses and days illness from 
selected causes, age groups 


Age 
and 
Cause Under over 
Circulatory System 1.6 4.6 11.1 
Bones and Organs Movement 3.2 6.5 8.7 
Respiratory System 44.2 42.4 37.3 
Infective and Parasitic Diseases 4.1 2.8 2.2 
B—Days 
Circulatory System 8.5 20.5 
Bones and Organs Movement 6.9 7.9 
Respiratory System 26.3 23.6 18.9 
Infective and Parasitic Diseases 14.1 8.4 5.0 


(Source: Illness the Civil Service, 1949-1950. Dominion Bureau 
Statistics.) 


There one final thought connected with the theme population ageing. 
Since health statistics are primarily means informing public health ad- 
ministrators, great attention has usually been given popularizing 
dramatizing the form which the statistics have been presented, perhaps be- 
cause the feeling that professional interest the facts presented will 
overcome the reluctance with which tabular masses figures are generally 
approached. would seem, however, that the principles prevention, 
which have brought about such great achievements the younger age groups, 
are applied the conditions older people, then health statistics 
more graphic popularized form could well provide cne the most useful 
weapons the preventive program their use medium public educa- 
tion and information the applicability preventive principles everyday 
life. such development, the health administrator, the health educator, and 


the health statistician should find ground for common exploitation and common 
reward. 
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THE NEW HEALTH GRANTS 


SPEECH from the Throne the Federal House last November fore- 

cast some changes the National Health Grants program. The announce- 
ments that accompanied the tabling the estimates the House Commons 
this spring gave some indication what these changes will be. The details, 
course, remain worked out the same manner with the previous 
health grants inaugurated 1948. The practical experience integrating 
Federal and Provincial health policies the approving specific projects for 
given Province will determine large measure the use that will made 
these grants. Information now available, however, gives general outline 
the intentions the present Federal Government this matter for the next 
five years. 

Funds set aside annually for the Hospital Construction Grant have been cut 
half. This reflects the experience under the hospital construction program 
over the past five years which only about per cent the $13,000,000 
allotted annually for this purpose, the basis $1,000 for acute hospital 
bed $1,500 for chronic bed, matched the Province, was actually 
utilized. Nonetheless, during this time over 46,000 new hospital beds have been 
made available Canada under this program are presently under con- 
struction. This will bring the total number hospital beds other than for 
mental patients more than 163,000 and brings the bed complement most 
Provinces close minimum acceptable level. 

There will, course, continuing need for hospital construction keep 
pace with population growth, replace obsolete buildings, and forth. The 
continuation the smaller grant will likely accompanied liberalization 
its provision for Federal participation the financing auxiliary con- 
struction such health centres and nurses’ and internes’ residences. 

Three new national health grants have been announced. These are Child 
and Maternal Health Grant, Medical Rehabilitation Grant, and Laboratory 
and Radiological Services Grant. This brings twelve the number different 
Federal Health Grants available the Provinces, assuming that the Health 
Survey Grant now ended. 
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The Child and Maternal Health Grant makes available $500,000 for this 
fiscal year and may increase $1,000,000 next year and $2,000,000 the year 
after conditions seem warrant it. The allotment the Provinces the 
basis basic grant $10,000 each Province. One half the remainder 
allotted proportion the average number births the Province 
percentage the national total, and the other half proportion the 
infant mortality the Province over the previous five years percentage 
the national total. 

This grant traditional public health field and does not require 
matched the Provincial Government. should make possible the training 
medical and auxiliary personnel, the provision equipment for improved 
obstetrical and paediatric care, and research and surveys these fields. The 
amount money allotted clearly not sufficient for the provision treatment 
services for children, recommended one the Provincial Health Surveys, 
but should much strengthen maternal and child health services health 
departments and hospitals and improve hospital standards obstetrics and 
paediatrics. 

The Medical Rehabilitation Grant also for $500,000 for this fiscal year and 
may increase $1,000,000 for the following year. matching grant, con- 
sisting basic allotment $10,000 each Provi ince, the remainder 
divided according the population the Province. 

The grant used assist approved program for medical re- 
habilitation within the Province. This accompanied extension 
vocational rehabilitation and retraining, administered quite independently 
through the Federal Department Labour. Civilian Rehabilitation Branch 
has recently been established the Department Labour. Mr. Campbell, 
formerly with the Ontario Workmen’s Compensation Board, has been ap- 
pointed co-ordinate the Labour Department’s part this program with 
developments other departments and the Provinces. 

Under the Medical Rehabilitation Grant administered the Department 
National Health and Welfare, there exception the provision that 
the funds must matched the Province. The training personnel and the 
purchase equipment for medical rehabilitation may financed entirely 
from Federal funds. expected that this grant will lead Provincial plan- 
ning that rehabilitation services calibre now available veterans and 
Workmen’s Compensation cases may extended ultimately the general 
civilian population. not yet clear how these services should organized, 
nor the extent known remediable defects various kinds existing the 
Canadian population. The opinions expressed the national Rehabilitation 
Conferences recently suggest that rehabilitation centres two types may 
developed. The first these would centered large hospitals and deal 
chiefly with serious injuries illnesses requiring hospitalization. The second 
type centre might non-hospital community centre for ambulatory cases 
and special types defects for which voluntary agencies are now supplying 
partial services. There clearly need for local health officers assist the 
development these new services the local level. 
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The third new grant also matching grant with similar exception the 
matching requirement where personnel training and the provision necessary 
equipment are concerned. The amount available this year quite substantial— 
$4,329,000—and planned increase progressively over the next five years 
about $7,800,000. assist the Provinces developing programs for the 
provision laboratory and radiological diagnostic facilities and services. The 
allotment the Provinces proportion population. 

The findings some the Health Surveys clearly indicated the need 
improve diagnostic facilities and services both quality and quantity, par- 
ticularly some the outlying areas. The development diagnostic facilities 
the Province Manitoba, Dauphin and Selkirk particular, brought 
mind the announcement this grant. However, many questions are still 
answered with respect the development these new diagnostic 
services. 


The three new grants represent further step the National Health 
Program announced 1948. 
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Federal Health Grants for 1953-1954 


TOTAL $48,503,826 will available 
grants aid from the Federal Govern- 
ment the Provinces for the development 
health services and hospital construction 
the current fiscal year. 

The largest single grant for hospital 
construction—$19,850,651. This includes 
carry-over $12,993,767 complete build- 
ing projects for hospitals, nurses’ residences, 
community health centres, and combined 
laboratories which were approved before 
April 1953, and whose construction 
begun before October 1953. 
mainder the amount, $6,856,884, avail- 
able for new projects. The total amounts 
available provinces are: Newfoundland 
$403,706, Prince Edward Island $141,623, 
Nova Scotia $864,590, 
$918,453, Quebec Ontario 
$7,808,956, Manitoba $971,160, Saskatche- 
wan $2,066,522, Alberta $766,575, British 
Columbia $1,497,340, Northwest Territories 
$14,437, and Yukon $8,582. 

The total amount allotted for other health 
work, including the three new grants for 
medical rehabilitation, child and maternal 
health, and diagnostic services, $28,140,275. 
Allotments provinces are: Newfoundland 
$883,254, Prince Edward Island $277,753, 
Nova Scotia $1,321,340, New Brunswick 
$1,099,000, Quebec $8,289,484, Ontario 
$8,745,168, Manitoba $1,583,294, Saskatche- 
wan $1,645,289, Alberta $1,874,272, British 
Columbia $2,352,107, Northwest Territories 
$43,262, and Yukon $26,052. 

grant $512,900 has been set aside for 
public health research. This not divided 
provincial basis but allocated 
promising research projects the recom- 
mendation advisory committee the 
Dominion Council Health. 

The grants for crippled children 
professional training men- 
tal health tuberculosis control 
general public health ($7,215,- 
are grants aid the Provinces 
develop new and expanded services. The 
grants for hospital construction 
651), venereal disease control ($518,099), 
cancer control ($3,598,795), 
habilitation ($500,000), and diagnostic ser- 
vices ($4,329,000) require provincial con- 
tributions. 


Immunization Week, 
September 27—October 

ELEVENTH annual National 
Immunization Week will observed from 
September October under the leader- 
ship the Health League Canada. This 
nation-wide educational campaign seeks 
bring the attention parents the pro- 
tection against diphtheria, whooping cough, 
lockjaw, and smallpox that available 
children wherever they live. 

announcing the dates chosen for this 
National Immunization Week, Dr. 
Wishart, Professor Hygiene and Pre- 
ventive Medicine the University To- 
ronto, and chairman the Health League’s 
National Immunization Committee, stressed 
the danger neglecting keep immuni- 
zation. “One seldom hears smallpox, for 
example, Canada today, and medical stud- 
ents graduate without seeing case,” Dr. 
Wishart said. “However, this freedom from 
the disease hazard that vaccination 
becomes easily forgotten and neglected. This 
can constitute real risk. Epidemics need 
never occur; but takes continual effort 
overcome indifference and complacency. 
the purpose National Immunization 
Week keep the public alert the dangers 
failing have their children immunized.” 


Nursing Award Given 
Miss Florence Emory 

ONE THE valued awards available 
nurse, the Florence Nightingale Medal, 
given the International 
Geneva, “for outstanding contributions to- 
ward the development and prestige the 
nursing profession”, was presented recently 
Miss Florence Emory, one 
Canada’s best-known nurses. The Florence 
Nightingale Medal was instituted the 
International Red Cross 1920. award 
made every two years, when maximum 
thirty-six medals are presented throughout 
the world. Miss Emory the seventh nurse 
Canada receive the award. 

Miss Emory professor nursing and 
associate director the School Nursing, 
University Toronto. From 1916 1923 
she was associated with the Department 
Health Ontario. 1924 she joined the 
staff the Department Public Health 
Nursing the University Toronto. She 
became chairman the nursing committee 
the Ontario Division, Canadian Red Cross 
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Society 1935, and remained that office 
until 1951, when she became national chair- 
man nursing services. 

Miss Emory has been president the 
Canadian Nurses’ Association; chairman 
the public health nursing Section the 
Canadian Publig Health Association; and 
chairman the nursing advisory committee 
the Toronto Branch the Victorian Order 
Nurses. She member the board 
directors the Health Division the Wel- 
fare Council Toronto. She the author 
“Public Health Nursing Canada”, pub- 
lished 1945 and issued revised edition 
this year. 


British Columbia 


improved ways treating and preventing 
British Columbia with the support 
federal health grant. The study arises from 
recommendation the Community Chest 
and Council Greater Vancouver and will 
carried out under the direction com- 
mittee scientists from the University 
British Columbia. 

The plan involves organization 
search team conduct interviews, tests, and 
examinations. These will determine the princi- 
pal personal characteristics 
group addicts now Oakalla jail and 
will assess the effect economic and socio- 
logical conditions and family environment 
causing addiction. group non-addicts 
will also surveyed the same way 
provide control group. Emphasis will 
placed the study young persons who 
have recently become addicts. When the 
survey has been completed, the research 
group hopes test its conclusions pro- 
gram treatment and rehabilitation. 

The chairman the university committee 
Ross. The other members include the heads 
the departments Pharmacology, Clinical 
Medicine, Preventive Medicine 
chemistry, from the Medical Faculty; and 
the departments Psychology, Economics, 
and Sociology. The co-operation the At- 
torney-General’s Department has 
sured, and the plan has been thoroughly 
studied the Provincial Health Depart- 
ment. 

the provincial Workmen’s Compensation Act 
civil defence workers British Columbia 
who may injured training exercises 
will shared equally the Federal and 
Provincial Governments. The agreement 
similar one made Ontario, arising from 


Vol. 


Ottawa’s offer share costs compensation 
which the Provinces might agree pay 
anyone killed injured while serving 
official civil defence organizations. The 
British Columbia agreement covers persons 
training for civil defence work well 
those actually engaged it. This defined 
“all measures, other than military, carried 
out under the direction the provincial 
director civil defence any local civil 
defence authority, designed intended 
protect and preserve life, property and 
public services against any form enemy 
attack and minimize damage therefrom, 
and includes training.” 

Civil defence officials expect that other 
provinces will take advantage the com- 
pensation cost-sharing plan they have 
other offers federal assistance with ex- 
penditures for such civil defence projects 
development and training disaster pre- 
paredness services, the purchase equip- 
ment, etc. also believed that such 
agreements are valuable aids recruiting 
civil defence workers. 


Manitoba 


SINCE THE APPOINTMENT Miss De- 
Brincat Provincial Civil Defence Nursing 
Co-ordinator one year ago, has been pos- 
sible direct attention all the related 
nursing groups. 

During October 1952 effort was made 
develop census all registered, licensed 
practical and psychiatric nurses. con- 
tacting approximately 4,000 registered nurses 
the known resources this group were more 
than doubled. The survey material has been 
coded Keysort cards the Research 
Division the Department National 
Health and Welfare. Plans are now under 
way for continuing maintenance the 
survey information. 

Almost 2,000 registered nurses have now 
taken the course Nursing Aspects 
A.B.C. Warfare. This about half the 
known total registered nurses the prov- 
ince and represents very high percentage 
those active the profession the pres- 
ent time. modified course has been de- 
veloped for the licensed practical 
chiatric nurses and about 200 have already 
completed it. This represents about one-third 
the nurses this group. The course has 
also been included the curriculum for all 
students. 

The great need for well-oriented nursing 
auxiliaries both hospitals and the first-aid 
program has served the stimulus for con- 
siderable work with the voluntary agencies. 
Both the St. John Ambulance Association 
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and the Canadian Red Cross Society, offer- 
ing similar home-nursing courses, are train- 
ing total 200 nursing volunteers the 
present time. These volunteers will the 
first trainees receive the 12-session, 44- 
hour hospital orientation program developed 
Civil Defence Health Services. This prac- 
tical experience will obtained the five 
general hospitals Greater Winnipeg when 
the agency courses have been completed. 

Dr. arrived recently from 
Scotland take over the position medical 
director the Dauphin Health Unit. 
succeeds Dr. Ross Creighton, who has 
been appointed Field Director Local 
Health Services. 

has been appointed consultant radiologist 
the Division Local Health Services the 
Department Health and Public Welfare. 

Dr. has been appointed 
acting medical director the Swan Valley 
Health Unit, the absence Dr. 
Kulezycki. 

Miss Marcaret Nix, director the 

Bureau Health and Welfare Education, 
has qualified for the degree Doctor 
Philosophy (public health education) the 
University Michigan. She has been 
leave absence from the Department 
Health and Public Welfare for the past two 
years. 
Miss FLORENCE Portage 
Prairie Health Unit, represented 
the Public Health Nursing Division 
Workshop Poliomyelitis held early 
June Mitchell, South Dakota. 

General Hospital School Nursing, Misses 
Eileen Connolly, Catherin Heighton, and 
Jean Witherspoon, have joined the 
the Public Health Nursing Division, Depart- 
ment Health and Public Welfare. 


Saskatchewan 


M.D., has assumed the 
duties director the Allan Blair Memorial 
Clinic Regina, appointment made 
the Saskatchewan Cancer Commission 
March Dr. Bryant has been associated 
with the cancer clinic Regina for twelve 
years, during the last five which has 
acted assistant director. Previously held 
such posts resident physician, clinic physi- 
cian, and clinic associate. During 
served for seventeen months surgeon lieu- 
tenant with the Royal Canadian Navy. 
1940 Dr. Bryant obtained his medical degree 
from the University Toronto, following 
which served year’s rotating internship 
the Regina General Hospital. 1946 
was granted year’s leave absence from 


the cancer clinic take post-graduate work 
pathology the two Regina hospitals; 
the same time, acted assistant path- 
granted leave again 1950 study internal 
medicine; during this time was attached 
the Department Medicine, Toronto 
General Hospital and the University To- 
ronto, voluntary assistant. Dr. Bryant 
holds specialist certificates radiotherapy 
and internal medicine from the Royal Col- 
lege Physicians and Surgeons Canada. 
also has diploma bronchoesopha- 
gology from University, 
delphia. 

Peter M.B., Ch.B., 
D.P.H., D.I.H., formerly Tzaneen, Trans- 
vaal, Union South Africa, was appointed 
medical officer for the Moose Jaw Health 
Region May. Dr. Peacock was born 
1921 Nairobi, Kenya, British East Africa, 
and received his early education South 
Africa. attended the University Cape- 
town, where obtained the degree 
Bachelor Medicine and Surgery. 1947 
received the Diploma Public Health 
from the University Capetown. Six years 
later qualified for diplomas industrial 
hygiene from the Royal College Surgeons 
and Physicians (England) and the Society 
Apothecaries (England), studying the 
Royal Institute Public and 
Hygiene, London. leaving college, Dr. 
Peacock accepted appointment senior 
house physician and surgeon Capetown 
hospital and later became part-time hospital 
superintendent and medical officer health 
Queenstown. December, 1947, 
joined the health department the Union 
South Africa, serving first Pietersburg 
medical inspector and then Tzaneen 
assistant health officer for the Union. 


Ontario 


12-week course for the psychi- 
atric training Occupational Therapy As- 
sistants has been completed the Ontario 
Hospital, Kingston. These courses, the first 
their kind Canada, consist eight 
weeks’ training theory and skills and four 
weeks practical work, including the in- 
struction patients under 
vision. Miss Langley, occupational 
therapist attached the Ontario Depart- 
ment Health, supervisor the course. 

The first two courses drew personnel 
from nursing-aide staff the Ontario Hos- 
pitals, but future this training will 
available any interested girls women 
who have the qualifications. order 
qualify, candidate must least years 
age and have Grade education. 
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Mental Health Division recently completed 
nurse recruitment advertising campaign 
behalf Ontario Hospitals’ schools nurs- 
ing. The fall term opens schools Brock- 
ville, Kingston, Whitby, New Toronto and 
Hamilton September. 


New Brunswick 


Minister Health and Social Services, has 
announced that the death rate for 1952 
reported the Division Tuberculosis 
100,000 population, the lowest ever recorded 
the Province. commenting the low 
death rate from the disease, the Minister said 
that the New Brunswick figure should com- 
pare favourably with that other Provinces. 

MEETING medical superintendents 
the five tuberculosis sanatoria the Prov- 
ince and some directors the Department 
Health and Social Services was held the 
Moncton Tuberculosis Hospital April 30. 
The subjects discussed included review 
the bed situation provincial sanatoria; the 
surgery, orthopaedic and 
biotics used tuberculous treatment; pneu- 
moperitoneum; and psychiatry relation 
tuberculosis. the following day clinical 
session was held the Jordan Memorial 
Sanatorium River Glade. Thirty physicians 
associated with tuberculosis treatment the 
Province and Prince Edward 
tended the session. Various phases treat- 
ment were discussed and eight papers were 
presented. The program was arranged Dr. 
Maddison, D.P.H., Director Tu- 
berculosis Control. The Chief Medical 
Officer, Dr. Melanson, acted chair- 
man. 

Miss FLORENCE Senior Nutritionist 
the Maternal and Child Health Division 
the Department, was recently elected 
the Canadian Council Nutrition. 
member this organization, she will repre- 
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sent provincial nutritionists across Canada 
for the next two years. 

Dr. Hazen, District Medical Health 
Officer for the Saint John—Charlotte Counties 
Sub-District Boards Health, attending 
postgraduate course tuberculosis which 
being given the Trudeau School 
Tuberculosis, Saranac Lake, New York, dur- 
ing the month June. 

Communicable Disease Control, attended the 
Fifth Annual Symposium Recent Ad- 
vances the Study Venereal Diseases. 
This was held Washington, D.C., under 
the auspices the Experimental Thera- 
peutics Study Section, Division Research 
Grants, National Institutes Health, Public 
Health Service, conjunction with the 
fifteenth annual session the American 
Venereal Disease Association, held April 
and May 

DEPARTMENT HEALTH AND SOCIAL 
Services participated the study influ- 
enza vaccine, types and which was 
carried out the Division Epidemiology, 
Department National Health and Welfare, 
during the winter months. 
cards from those inoculated are being called 
the present time. 

SEMINAR mental health, 
the Victoria General Hospital 
was attended Dr. Prosser, 
Landry, District Medical Health Officer, and 
Miss Muriel Hunter, R.N., Director Public 
Health Nursing Services, well several 
other members the Department. 

losis Control, has been granted Fellowship 
the American College Chest Physicians. 
Dr. Maddison recently 
examinations chest diseases conducted 
the American College Chest Physicians. 
the annual meeting held recently 
Montreal, Dr. Maddison was presi- 
dent-elect the Canadian Tuberculosis 
Association. Dr. Maddison will assume the 
presidency the Association next year. 
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